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The original Sport Interference Checklist (SIC) is a mental-health screening instrument 
designed to assess the extent to which mental health factors interfere with athletes’ performance 
during sport training or competition. In addition, the SIC appraises whether athletes are 
interested in pursuing psychological treatment for the aforementioned factors. Although 
validated, the SIC does not assess how the aforementioned factors affect athletes’ performance 
outside of sports. Doing so would permit professionals to examine the influence of these factors 
across sport training, sport competition, and life outside of sports.   
The purpose of this study was to determine the psychometric properties and clinical 
utility of the Sport Interference Checklist’s Life Outside of Sports Inventory (SIC – LOSI), 
developed to evaluate the impact of mental health issues on athlete performance outside of 
sports. A factor analysis was performed to determine the factor structure of the scale in addition 
to analyses of internal consistency and convergent validity. Clinical cutoff scores were also 
generated to assist mental health referrals. Future recommendations for athlete-specific mental 
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CHAPTER 1: INTRODUCTION 
At a vulnerable time in development, student-athletes are subject to a number of stressors 
associated with being a college student. College athletes must dedicate time and effort to perform 
well in their sport while maintaining their academic eligibility (Rice et al., 2016). Athletes 
engage in rigorous training that may contribute to a number of mental health problems (Peluso & 
Andrade, 2005). They may feel pressure to perform well for fans, the media, and teammates 
(Hanton, Fletcher, & Coughlan, 2005). Indeed, due to the emergence of social media in recent 
years, athletes are subject to public scrutiny (Kristiansen, Halvari, & Roberts, 2012) and suffer 
from sleep problems (Mah, Kezirian, Marcello, & Dement, 2018), unhealthy eating habits 
(Gouttebarge, Aoki, & Kerkhoffs, 2016b), and incur additional injuries compared to their non-
athlete counterparts (Rosen, Frohm, Kottorp, Friden, & Heijne, 2017). Athlete identity has also 
been indicated to play a role in the development of psychological problems (Putukian, 2016). 
The aforementioned risk factors, and others, have contributed to a high prevalence of 
various mental health disorders in the athlete population. Multiple studies have demonstrated 
athletes’ high susceptibility to depression (Gouttebarge, Backx, Aoki, & Kerkhoffs, 2015a), 
eating disorders (Mclester, Hardin, & Hoppe, 2014), and suicide (Brown, Hainline, Kroshus, & 
Wilfert, 2014). Yet, despite similar rates of mental health disorders as compared to the general 
population (Weigand, Cohen, & Merenstein, 2013), athletes are underrepresented in mental 
health services (Eisenberg, Golberstein, & Gollust, 2007). 
There are a number of barriers to athlete mental health utilization, including stigma about 
mental health issues (Biggin, Burn, &Uphill, 2017) and, at times, even the athletic culture 
(Reardon & Factor, 2010). The NCAA has attempted to address some of these barriers through 




Notwithstanding these efforts, a major obstacle to connecting athletes with services is a lack of 
quality athlete-specific mental health assessment tools that can identify both clinical and 
subclinical mental health problems. The Sport Interference Checklist (SIC; Donohue et al., 2007) 
is a validated measure that identifies mental health interferences in sport competition and 
training. However, it does not assess the extent to which mental health symptoms may interfere 
in life outside of sports. Annually, in excess of 10,000,000 college students in the U.S. play 
sports (Dugan, Torrez, & Turman, 2014; NCAA Sport Science Institute [NCAA], 2016; 
Pennington, 2008).  Lack of available mental health screening tools for athletes may be 
preventing needed referrals to mental health services. This study is the psychometric 
examination of a measure that could help to address this problem by offering a quick and easy-
to-administer global assessment of athlete mental health interference outside the sport context. 
The Sport Interference Checklist (Donohue et al., 2007), is a mental health assessment 
tool developed to evaluate the extent to which various factors interfere with athletic training and 
competition. Examinations of the SIC have demonstrated its strong factor structure (Donohue et 
al., 2007) and ability to reliably screen for symptoms of mental health disorders (Donohue et al., 
2018). To enhance mental health screening in athletes, developers created a scale designed to 
assess interferences outside of sports; the Sports Interference Checklist’s Life Outside of Sports 
Inventory (SIC-LOSI). Along this vein, eight collegiate students with competitive sport 
experience created the measure in a focus group with a licensed clinical psychologist who acted 
as moderator. The goal was to create one inventory specific to mental health factors, with each 
item stem encapsulating a mental health disorder in the DSM-5. The moderator (clinical 
psychologist) facilitated discussion (Krueger & Casey, 2000), while maintaining minimal control 




main responsibility was to ensure efficiency and depth of discussion.  Item stems were derived to 
fit within the following context: “How often does [item stem] interfere with your performance 
during your life outside of sports?”  
Symptom frequency has proven to be a reliable indicator of functional impairment; thus, 
it was determined that a frequency response format would be appropriate for this measure.  
According to Weng (2004), a 7-point frequency scale is the preferred response scale in college 
student samples.  Consequently, a 7-point frequency scale was selected for this measure, ranging 
from 1 (never) to 7 (always). Specifically, the athletes are asked to respond how often the item 
content interferes with performance outside of sports. Prior to reporting a plan to 
psychometrically examine this screening tool, the current research related to athlete mental 
health, psychological risk factors, utilization of psychological services by athletes, and the 




CHAPTER 2: LITERATURE REVIEW 
Athlete Mental Health Risk Factors  
Athletes are potentially exposed to hundreds of distinct stressors (Arnold & Fletcher, 
2012), which increases their risk of developing mental health-related problems (Sudano, Collins, 
& Miles, 2017). The late teenage/early adulthood years, which are associated with peak athletic 
performance, are also the years individuals are at the highest risk for the onset of mental health 
disorders (Gulliver, Griffiths, & Christiansen, 2012a). To be successful in their sport, athletes 
must commit substantial mental and physical resources as well as overcome considerable 
pressures (Schaal et al., 2011).  
Sport, Academic, and Life Demands 
The commitment required for competitive athletes to perform at a high level is significant 
and must be balanced with academic and social activities. Financial concerns, travel 
commitments, and maintaining academic eligibility requirements are common stressors within 
the student-athlete population (Rice et al., 2016). Student-athletes are expected to be successful 
in their classes, just as other students, but they are also expected to excel in athletic competition. 
Athletes often experience both physical and mental fatigue and report feeling socially isolated 
(Parham, 1993). In many cases, athletes must maintain superior levels of physical fitness and 
adhere to excessive sport-related time demands (Broughton & Neyer, 2001). There is evidence 
showing the daily stress associated with athletic participation may contribute to depression 
(Serido, Almedia, & Wethington, 2004).  Depressive symptoms have been found in athletes who 
exhibit perfectionistic traits and those who experience competitive anxiety (Jensen, Ivarsson et 
al., 2018). Athletes who are subject to extreme training regimens tend to report higher levels of 




physical activity is typically associated with improvements in mental health (Kvam, Kleppe, 
Nordhus, & Hovland, 2016), intense physical activity has been shown to compromise the 
physical well-being and increase symptoms of depression and anxiety in athletes, often due to 
injury, overtraining, or burnout (Peluso & Andrade, 2005). Meeusen et al. (2013) found that 
overtraining combined with insufficient recovery time may elevate athletes’ risk of developing a 
psychological disorder.  When athletes experience exhaustion, either physical or emotional, and 
a diminished sense of accomplishment, it is often referred to as burnout (Raedeke & Smith, 
2009). Perceptions of psychological stress are predictive of burnout in athletes (Goodger, Gorely, 
Lavallee, & Harwood, 2007) as burnout is a common response of athletes who do not believe 
they are able to meet the demands of extreme training loads and high-performance expectations 
(Gustafsson, Hancock, & Côté, 2014). When athletes burnout, they may develop a negative 
attitude about training and competing and studies have shown burnout to be negatively 
associated with intrinsic motivation (Lonsdale & Hodge, 2011). Burnout can lead to depressed 
mood (Gustafsson et al., 2008), psychological stress (Gustafsson & Skoog, 2012; Raedeke & 
Smith, 2004), negative affect (Lemyre, Hall, & Roberts, 2008), and potentially a complete 
withdrawal from the sport altogether (Isoard-Gautheur, Trouilloud, Gustafsson, & Guillet-
Descas, 2016). Studies have confirmed a negative relationship between coping skills and burnout 
(Raedeke & Smith, 2004), demonstrating the importance of teaching athletes psychological skills 
to cope with mental health issues. Although a positive relationship has been found between 
sport-specific stress and depressive symptoms (Nixdorf, Frank, Hautzinger, & Beckmann, 2013), 






Environmental and Social Risk Factors 
Student-athletes often report personal relationship difficulties, in addition to reduced 
energy and, and low levels of motivation (Parham, 1993). In addition to the aforementioned risk 
factors, living in an unfamiliar environment, reduced support networks due to relocation, and 
poor adjustment to life after sports have all demonstrated a strong relationship with depression in 
athletes (Bruner, Munroe-Chandler, & Spink, 2008; Fletcher & Wagstaff, 2009; Gouttebarge, 
Frings-Dresen, & Sluiter, 2015b). Low social support has also been found to be a key risk factor 
for mental illness in athletes (Gouttebarge et al., 2015a), suggesting family and social support 
should be a high priority in the development of systems to improve athlete mental health 
(Donohue et al., 2018). Gouttebarge et al. (2016a) also found that as athletes experience higher 
levels of career dissatisfaction, they also demonstrate higher rates of distress, unhealthy eating 
habits, tobacco use, and sleep difficulties. Over 40% of athletes in one study demonstrated low 
quantity of sleep and/or the quality of their sleep was poor (Mah, Kezirian, Marcello, & Dement, 
2018). Chronically restricted sleep has important implications for potential injury (Luke, et al., 
2011), an individual’s susceptibility to infectious illness (Prather, Janicki-Deverts, Hall, & 
Cohen, 2015), and the accuracy of concussion assessment (Silverberg, Berkner, Atkins, Zafonte, 
& Iverson, 2016). Additionally, restricted sleep has been shown to reduce reaction times (Dinges 
et al., 1997) and impair sport execution (Reyner & Horne, 2013), which both may have a 
negative impact on the athletes’ performance and, subsequently, their overall mental health.   
Injuries and Mental Health 
 The intense mental and physical demands of sport participation are a unique aspect in the 
lives of college athletes and have been associated with risky behaviors (Hughes & Leavey, 2012) 




2017). Nearly half of collegiate athletes are likely to experience an injury preventing them from 
participating in their sport, for at least a brief period of time (Meeuwisse, Selmer, & Hagel, 
2003), and injuries have been shown to increase athlete vulnerability to a variety of mental 
illnesses (Gulliver et al., 2015; Nixdorf et al., 2013). Among male athletes, Gouttebarge et al. 
(2016a) found that number of significant injuries and surgeries undergone both had a positive 
correlation with sleeping disorders, higher levels of drinking, and poor eating behavior. Injuries 
have been linked with anxiety and depression in athletes from a wide variety of sports 
(Gouttebarge et al., 2017; Gulliver et al., 2015) and findings suggest injuries may trigger or 
intensify an individual’s vulnerability to these disorders in particular (Galombos, Moyle, Locke, 
& Lane, 2005; Sundgot-Borgen & Torstveit, 2010). Injured athletes have been shown to exhibit 
higher levels of anxiety and depressive disorders as compared with non-injured athletes (Gulliver 
et al., 2015). 
Athlete Image, Athlete Identity, and Public Scrutiny 
Student-athletes often feel a pressure to perform well for teammates (Hanton, Fletcher, & 
Coughlan, 2005) and, as college athletics are becoming ever more popular, are subject to public 
scrutiny from the media or fans (Bruner et al., 2008). In addition, the emergence of social media 
has created a platform for athletes to be publicly criticized (Kristiansen, Halvari, & Roberts, 
2012).  The pressure to win individual or team competitions, entertain fans, and please coaches 
and families can lead to chronic feelings of stress, as athletes tend to display depressive 
symptoms after failing to achieve goals (Hammond, Gialloreto, Kubas, & Davis, 2013) or losing 





Athlete identity can also impact athletes’ mental health as those who endorse a strong 
athletic identity, for example, have demonstrated an increased vulnerability to eating pathology 
and excessive exercise (Turton, Goodwin, & Meyer, 2017). Many student-athletes have reported 
difficulty finding their identity outside of athletics, which may lead to additional difficulties in 
the event of an injury. Perceived loss of identity due to injuries has demonstrated a positive 
relationship with depressed mood (Putukian, 2016).  
Risk Factors for Specific Athlete Subgroups 
 Investigations into the mental health of sub-groups of athletes are exceedingly rare.  
However, certain subgroups of athletes may display elevated risk for mental illnesses. For 
example, researchers in France found female elite athletes 1.3 times more likely to receive a 
diagnosis of a mental health disorder as compared to male athletes (Schaal et al. (2011).  Nixdorf 
et al. (2013) examined the mental health of elite athletes as it related to competing as an 
individual or as part of a team and found individual sport athletes reported more depressive 
symptoms than those who played a team sport. Some evidence suggests the prevalence of mental 
health disorders is higher among current and former male soccer players as compared to the 
general population (Gouttebarge et al., 2015b). There is evidence to suggest retirees from elite 
sport competition may be at a particularly high risk for mental illness (Gouttebarge et al., 2016b). 
For example, many athletes display depression or anxiety related to adjusting to life outside of 
sports after their playing careers are over (Giannone, Haney, Kealy, & Ogrodniczuk, 2017). As 
compared to the general population, retired male athletes from team sports have consistently 
endorsed higher rates of distressing psychological symptoms (Gouttebarge et al., 2016b; 
Gouttebarge et al., 2016c; Van Ramele, Aoki, Kerkhoffs, & Gouttebarge, 2017).  In a 2008 




endorsed clinically significant levels of distress for 8 months (Whippert & Whippert, 2008). 
Even athletes simply contemplating or preparing for retirement have shown elevations in self-
reported symptoms of depression than those who are not considering retirement (Beable, 
Fulcher, Lee, & Hamilton, 2017). 
Student-Athlete Mental Health 
Within the athletic population in general, the focus of health care providers has typically 
been on the physical health of athletes. The effects of physical injury on athletes have been 
studied extensively, which has led to significant advances related to the management or 
prevention of physical injuries (Rice et al., 2016). However, as compared to studies on their 
physical health, there are markedly fewer studies related to athlete mental health (Glick, Kamm, 
& Morse, 2009). While physical health is undoubtedly an important factor in determining 
whether an athlete performs at his or her best, mental health also plays a major role in athletes’ 
performance (Donohue et al., 2016).  
Despite the additional attention garnered by student-athletes for their athletic 
performance from peers, the public, administration, and media, discussions about student-athlete 
mental health have been scarce. Many student-athletes achieve celebrity status on campus, in the 
community, or even at times on a national level (Humphrey, Yow, & Bowden, 2012). With this 
celebrity may come the assumption athletes are pampered, or somehow protected against 
financial and other stressors, simply because they are on a scholarship. While the actual 
prevalence of psychological problems within athlete populations has been debated, the notion 
athletes are protected against mental health problems has been shown to be inaccurate (Wolanin, 





Prevalence of Mental Health Difficulties Among Student-Athletes 
 Approximately 20% of adults suffer from significant mental-health problems on an 
annual basis (Hedden et al., 2015).  According to the United States Department of Health and 
Human Services [USDHHS] (2013), the highest rates of mental illness are found in college-aged 
adults. The rates of psychological disorders found in student-athletes and non-athletes also tends 
to be very similar. Evidence suggests high-level athletes demonstrate a similar risk of developing 
anxiety disorders as compared to the general population (Gulliver et al., 2015). Similarly, 
roughly 17-21% of college-aged males and females meet criteria for depression in both athlete 
and non-athlete populations (Weigand, Cohen, & Merenstein, 2013; Yang et al., 2007) and 
nearly one-quarter of females in this age group, including athletes, endorse subthreshold 
symptoms of disordered eating (Greenleaf, Petrie, Carter, & Reel, 2009). One of the key 
concerns for mental health providers who treat college athletes is the high rate of comorbidity of 
psychological problems in this population. For example, student-athletes who demonstrate 
symptoms of eating disorders are also likely to endorse elevated anxiety levels (Vardar, Vardar, 
& Kurt, 2007), and athletes who endorse symptoms of depression display higher rates of alcohol 
abuse and dependence (Miller, Miller, Verhegge, Linville, & Pumariega, 2002).  
Anxiety and Depression in Student-Athletes 
 Depression is a significant problem among athletes and non-athletes alike as 10.8% of all 
adults between 18 and 25 experienced at least one episode of major depression in 2016 
(Substance Abuse and Mental Health Services Administration [SAMHSA], 2017). Depression is 
a major contributor to preventable hospitalizations (Davydow et al., 2015), associated with 
higher rates of substance use disorders, and linked with increased suicide risk (U.S. Department 




[NIMH], 2015). Over 40 percent of professional football players in one study discussed having 
depression or anxiety symptoms (Gouttebarge, Backx, Aoki, & Kerkhoffs, 2015a). In another 
recent study involving more than 200 athletes, almost half of the athletes reported symptoms of 
depression or anxiety (Gulliver et al., 2015).  
 For providers in the most frequent contact with student-athletes, monitoring athlete 
mental health should be treated with the utmost importance, as the relationship between mental 
and physical health has been demonstrated repeatedly (Mountjoy et al., 2014; Seto, 2011; Wiese-
Bjornstal, 2010; Yang et al., 2014). For example, student-athletes experiencing symptoms of 
depression are more likely to exhibit a decline in sport performance or to suffer a sport-related 
injury (Wiese-Bjornstal, 2010; Yang et al., 2014). The same injury risk and performance-related 
problems have been linked to athletes who are diagnosed with eating disorders or alcohol abuse 
(Mountjoy et al., 2014; Seto, 2011).  
Between 2008 and 2012, nearly one-third of the males and half of the females who 
participated in National Collegiate Athletic Association (NCAA) sports endorsed experiencing 
depressive or anxiety-related symptoms (Brown, et al., 2014). Substance use also seems to be a 
significant problem in university athletic populations (Donohue et al., 2018; Barry, Howell, 
Riplinger, & Piazza-Gardner, 2015). In addition, student-athletes demonstrate an elevated risk of 
developing sleep problems (Brown et al., 2014), disordered eating (Bratland-Sanda & Sundgot-
Borgen, 2013; Mclester, Hardin, & Hoppe, 2014), and even suicide (Brown et al., 2014).  
Student-athletes have repeatedly demonstrated similar rates of clinical depression 
(Weigand, Cohen, & Merenstein, 2013; Yang et al., 2007) and eating disorders (Greenleaf, 
Petrie, Carter, & Reel, 2009), when compared to non-athlete peers. However, some findings 




possible certain subgroups of athletes demonstrate an elevated risk for eating disorders. For 
example, athletes who need a lean body shape to compete in their particular sport and female 
athletes in a variety of sports tend to be at higher risk than individuals in the general population 
(Byrne & Mclean, 2002; Sundgot-Borgen & Torstveit, 2010; Torstveit, Rosenvinge, & Sundgot-
Borgen, 2008).  
Athletes, Exercise, and Depression 
In some cases, sport participation has been shown to be a protective factor against 
depression and suicidal thoughts (Babiss & Gangwisch, 2009), which is consistent with findings 
that demonstrate the positive relationship between exercise and mental health (Stanton & 
Reaburn, 2014). Moreover, treatment recommendations for depression commonly include 
exercise (Brosse, Sheets, Lett, & Blumenthal, 2002). However, despite the apparent protective 
properties of exercise and sport participation, athletes experience depressive symptoms at a rate 
similar to those in the general population (Gulliver, et al., 2015; Nixdorf et al., 2013; Yang et al., 
2007). Some researchers estimate almost a quarter of college athletes exhibit clinically relevant 
symptoms of depression (Wolanin, Hong, Marks, Panchoo, & Gross, 2016).  
Athletes and Alcohol/Drug Use 
Athletes have also demonstrated a higher rate of alcohol use than the general population 
in some studies, possibly due to a binge pattern of consumption during the offseason or vacations 
(Mastroleo, Barnett, & Bowers, 2018). Student-athletes report more problematic alcohol use and 
riskier drinking patterns than non-athletes, which could be related to the elevated physiological 
and psychological stress associated with sport participation (Brenner and Swanik, 2007). Male 
athletes as well as Caucasian athletes have been shown to drink alcohol more excessively than 




to athletes as these same factors have been shown to be more predictive of drinking levels among 
college students in general (Baer, 2002). In another study, weekly alcohol use doubled the risk of 
injury among participants (O'Brien & Lyons, 2000). 
There is some evidence to suggest male athletes use more illicit substances than their 
female counterparts; yet, rates of self-reported illicit drug use are typically low within the athletic 
population (Buckman, Farris, & Yusko, 2013). In a study examining the drug and alcohol use of 
over 1000 student-athletes at Division I schools, over one-third of respondents endorsed taking 
banned performance-enhancing drugs, but less than 5 percent of them said they would disclose 
their use of drugs to coaches or other health care providers. Similarly, almost half of the athletes 
endorsed drinking more than five drinks in a week, yet only 3 percent said they would openly 
admit to doing so. (Druckman, Gilli, Klar, & Robison, 2015). This provides some evidence that 
self-underreporting may be a problem when it comes to the assessment of drug and alcohol use 
among college athletes. (Buckman, Farris, & Yusko, 2013). Because of this, athlete substance 
use is a major concern despite the seemingly low rates, especially for athletes transitioning out of 
sports and, therefore, will no longer be subject to drug testing by the university or sanctioning 
organizations (Harcourt, Unglik, & Cook, 2012).  
Athlete Barriers to Mental Health Services  
There are a considerable number of studies examining athlete barriers to mental health 
treatment, the implications of which are complicated but still may be useful in developing 
effective screening and referral practices. Despite the highest rates for mental health disorders 
being found within college-aged adults, only 43% of these individuals who were suffering from 
mental illness received any mental health treatment (SAMHSA, 2017). College athletes and 




treatment as acceptable, or even helpful. However, they do not tend to see mental health care as 
essential (Eisenberg, Speer, & Hunt, 2012).  This may illustrate the advantage to assessing 
mental health problems using athlete-specific measures. Identifying subtle interference with 
athlete performance may help providers recognize mental health problems the athletes may 
believe are not serious enough to require treatment.  
Specific Barriers to Athlete Mental Health Treatment 
 Most universities are ill-equipped to assess the psychological concerns of student-athletes 
due to a lack of athlete-specific assessment tools (Neighbors et al., 2007; Stokols, Allen, & 
Bellingham, 1996). Additionally, the universities that do offer athlete-specific treatment options 
may not have qualified providers on staff (Watson, 2003). Potentially compounding these 
problems, the early identification of psychological problems still depends upon both the athletes’ 
willingness to self-report symptoms and whether they exhibit help-seeking behaviors. One study 
by Vogel et al., (2005) showed social support and the individual’s anticipation of how useful the 
treatment would be were both predictive of whether an individual had a positive attitude toward 
help-seeking. Unfortunately, help-seeking behaviors may prove more difficult to change than 
help-seeking attitudes as one study showed an internet-based intervention designed for this 
purpose did not lead to an increase in help-seeking behaviors, though it did increase mental 
health literacy. (Gulliver, et al., 2012b). Thus, it becomes even more important to develop 
screening instruments likely to elicit accurate and open responding by reducing stigma and 
normalizing mental health interference.  
A number of factors play a role in psychological help seeking-behaviors, intent, and 
willingness to seek help. For example, low socioeconomic status (Steele, Dewa, & Lee, 2007) 




being male (Gonzalez, Alegria, & Prihoda, 2005; Mojtabai, 2007; Wrigley, Jackson, Judd, & 
Komiti, 2005). Low mental health literacy, stigma, and previous negative help-seeking 
experiences are often-cited barriers to athlete mental health treatment (Gulliver et al., 2012a). 
Athletes may also be hesitant to reveal to coaches or team physicians that they are experiencing 
psychological symptoms (Eisenberg, Golberstein, & Gollust, 2007) or unaware how much 
mental health affects their performance (Gulliver et al., 2012a; Reardon & Factor, 2010). Stigma 
related to mental health disorders is widely considered a major barrier to athlete help-seeking 
behavior (Biggin, Burn, &Uphill, 2017) as it often contributes to the perception that help-seeking 
is a sign of weakness (Reardon & Factor, 2010). Efforts to address stigma and misconceptions 
about mental health are needed; however, in the short-term, using athlete-specific measures that 
normalize mental health interference may elicit information from athletes that they may 
otherwise be reluctant to disclose. For example, athletes may be more reticent to endorse having 
an alcohol use disorder than to admit alcohol use is interfering with their performance in or 
outside of sports. Alternatively, an individual’s ability to recognize symptoms has been 
positively associated with help-seeking behaviors (Thompson, Hunt, & Issakidis, 2004). Due to 
its unique structure and athlete-specificity, the SIC-LOSI may assist athletes in recognizing 
clinical and subclinical symptoms they may otherwise have missed and, by reducing stigma, 
increase the likelihood athletes are willing to disclose relevant mental health-related information. 
Identity and Culture-Related Barriers to Treatment 
 There are also potential barriers within the athletes’ culture or social environment, which 
likely have a strong influence on how athletes view psychological services or those who engage 
in treatment for psychological problems. In some athletic cultures, athletes are encouraged to 




2010). Athletes have also reported fears about disclosing symptoms and not being able to 
compete or being excluded from the team (Bauman, 2015). Athletes are more likely to seek 
psychological services if they are referred by a coach than they are to seek services on their own 
(Wahto, Swift, & Whipple, 2016). If coaches are not supportive of mental health services, it 
stands to reason fewer athletes may pursue them openly or, worse, many athletes may not pursue 
services at all. In addition, universities can influence the cultures of athletic teams. Therefore, 
although individual cases may vary, it is important to assess how athletes identify with their 
respective culture. Athlete identity may also present potential barriers to mental health treatment. 
Student-athletes are often caught between two different cultures within the college campus, often 
identifying strongly with both the athletic culture and the student culture (Beron & Piquero, 
2016). While identity may be internally constructed, it is bound by the cultures with which a 
person identifies (Lamont, 2018). As a result of membership in both cultures, student and 
athletic, two competing senses of identity may be formed. In this identity competition, studies 
indicate when these two forces are in opposition, the athletic identity typically dominates while 
the student identity becomes less pervasive (Watt & Moore, 2001). It may be wise to consider 
athletic identity when assessing athlete mental health, as those who identify strongly with the 
athletic culture could potentially respond more positively or accurately to athlete-specific 
measures, such as the SIC-LOSI.  
Assessment of Athlete Mental Health Issues 
While many student-athletes, especially those in NCAA Division I or II universities, have 
access to a variety of support services (i.e. team physicians, tutoring, psychological counseling, 
and relationships with teammates/coaches), evidence suggests athletes underutilize mental 




rates of psychological disorders as compared to the general population (Rice et al., 2016). 
Although student athletes were less likely to actually engage in psychological treatment than 
their non-athlete peers, they appear to be more willing to seek assistance for psychological 
concerns (Brown et al., 2014). This finding may be an indication that screening and referral 
practices, rather than athlete willingness, may be contributing to the underrepresentation of 
athletes in mental health treatment. 
Lack of Qualified Providers and Quality Assessment Tools 
Despite a growing understanding about the importance of psychological factors in sport 
performance, there is a paucity of research concerning the assessment of athletes and early 
detection of athlete mental health problems. The early identification and treatment of mental 
health disorders can improve mental health outcomes (Bertelsen et al., 2008). Evidence suggests 
identifying metal health problems in their early stages can lead to more positive treatment 
outcomes, less severe symptomatology, and a shorter duration of functional impairment due to 
the symptoms (Kasper, 1999; Mcgorry et al., 1996). Mental and physical healthcare providers 
have an opportunity to identify mental health problems early in the process of their development 
and direct athletes to appropriate mental health services.  
Due to the current organization and structure of university athletic departments and 
teams, team physicians and athletic trainers have the most access and frequent contact with 
student-athletes (Neal et al., 2013) and, thereby, are in a unique position to implement new 
assessments and interventions as athlete mental health becomes a larger priority for universities. 
However, recognizing or diagnosing psychological disorders is not an easy task and many of the 
individuals who interact with athletes on a regular basis may not be trained or qualified to 




may be possible to to train these individuals (coaches, team physicians, etc.) to identify mental 
health disorders; however, the challenge of training non-mental health providers could present 
significant temporal and financial costs to universities and may not be the effective method for 
addressing these issues. The logistical challenges associated with training all sport-medicine 
clinicians and athletic trainers how to assess for mental health disorders could potentially be 
overcome (Neal et al., 2013); however, even if this large-scale training were available, 
diagnosing athlete mental health disorders may still prove to be a difficult task. Currently, the 
aforementioned professionals lack tools developed specifically to assess mental health within the 
athlete population.  
Challenges of Diagnosing Mental Health Disorders with Athletes 
 Identifying psychological disorders, especially in the case of subthreshold presentations, 
is a difficult undertaking for individuals who are not trained in mental health. One major barrier 
to the identification of mental health issues by untrained providers is that it can be challenging to 
differentiate between some common athlete behaviors and symptoms of psychological disorders 
(Sundgot-Borgen & Torstveit, 2010). For instance, dedicated athletes may adhere to strict eating 
and exercise regimens that may appear to be disordered eating behaviors (Thompson & Sherman, 
1999). Similarly, many athletes complain of fatigue, which could be a natural result of excessive 
sport training or, potentially, a symptom of depression (Esfandiari, Broshek, & Freeman, 2011). 
Concussions have also been found to produce a negative impact on a student-athletes’ cognitive 
functioning for an extended period of time (Thoma et al., 2015). Concussion-related cognitive 
issues may be difficult to distinguish from poor concentration, which is a common symptom of 
multiple mental health disorders. Anxiety related to athletic performance, maintaining eligibility 




difficult cases like these, a screening tool that aids in the early detection of potential 
psychological problems could differentiate between athletes who may benefit from mental health 
treatment and those who are not currently in need of services. Although, screening measures are 
not sufficient to diagnose these mental health disorders, identifying interference beyond what 
might be expected in sport settings can be the first step toward diagnosis and effective 
intervention.  
Variation in Assessment Resources/Practices in the U.S.  
The mental health resources provided by universities for student-athletes vary 
significantly across the U.S. (Gallagher, 2012). Schools with larger athletic departments (i.e. 
Division I) tend to have larger mental health budgets than smaller schools (i.e. Division II or III; 
Matheson, O’Connor, & Herberger, 2012) and are more likely to have comprehensive athlete 
mental health screening programs (Kroshus, 2016). However, even in Division I programs, less 
than one-third of schools require their athletes to participate in annual mental health screening 
(Watson, 2006) and many universities fail to implement mental health screening of athletes 
altogether, possibly due to a shortage of qualified mental health providers or, perhaps more 
importantly, a lack of efficient and validated screening measures (Matheson et al., 2012). In a 
survey including 127 head athletic trainers of NCAA Division I schools, it was found only 
42.5% of those schools utilized a mental health-screening instrument (Sudano & Miles, 2017). 
Moreover, the instruments currently in use do not assess for mental health or, if they do, have not 
been validated within athlete populations (Kroshus, 2016). The mental health assessments 
currently in use include the Patient Health Questionnaire (PHQ-9; Kroenke, Spitzer, & Williams, 
2001), the Generalized Anxiety Disorder (GAD-7; Spitzer, Kroenke, Williams, & Lowe, 2006), 




Examination (PPE; Smith & Laskowski, 1998). Although these assessment measures have been 
psychometrically validated in non-athlete populations (Derogatis, 1994; Martin, Rief, Klaiberg, 
& Braehler, 2006; Kroenke et al., 2001), in the case of the PHQ-9 and GAD-7 respectively, they 
only offer an assessment of one mental health issue (i.e. depression or anxiety) and neglect to 
examine the wide range of possible mental health concerns faced by athletes. The PPE is widely 
used to screen athletes for physical or medical concerns (i.e. respiratory problems, vision, pre-
existing health conditions), but does not assess for the presence of psychological issues (Cottone, 
1999). Compounding the problem of inadequate screening, there is reason to believe athletes’ 
responses on these measures may not be accurate, perhaps because athletes tend to be unaware of 
the relationship between athletic performance and mental health (Buckman, Farris, & Yusko, 
2013; Neal et al., 2013).  Due to this lack of awareness, student-athletes are considered a unique 
population for which sport-focused mental health assessment may be more effective (Comeaux, 
Bachman, Burton, & Aliyeva, 2017) 
From a university administration perspective, understaffing and lack of financial 
resources make easy to administer, effective screening tools becomes even more important. This 
is especially evident at smaller schools, with presumably lower budgets allocated to athlete 
mental health. Some have advocated for the utilization of brief validated screening measures that 
do not require professional interpretation (Eisenberg, Golberstein, & Gollust, 2007). The 
instrument examined in this study is one such measure.   
Recognizing potential psychological disorders in their early stages may be profoundly 
impactful in addressing the mounting financial strain on colleges and athletic departments in the 
Unites States. Consequently, interest is rising among universities to improve the acute 




(Galli, Petrie, Greenleaf, Reel, & Carter, 2014; Neal et al., 2013; Rao, Asif, Drezner, Toresdahl, 
& Harmon, 2015; Wolanin, Gross, & Hong, 2015).  
The NCAA’s Response to Rising Mental Health Problems among Athletes 
 In 2014, the NCAA created a mental health task force aimed at increasing mental health 
awareness, reducing stigma within the athlete population associated with psychological services, 
and offering suggestions for universities to follow regarding student-athlete mental wellness 
(Sudano & Miles, 2017). This task force sought to address the growing psychological concerns 
of student-athletes by developing a set of best practices for athlete mental health (NCAA, 2016). 
This handbook outlines suggested practices for universities when assessing and treating student-
athletes for various mental illnesses. These methods include ensuring proper clinical licensure of 
mental health practitioners for student-athletes, implementing proper procedures for identifying 
and referring student-athletes with psychological concerns, mental health screening prior to 
participating in sport-related activities, and creating environments that support mental wellness 
through normalizing help-seeking behaviors (NCAA, 2016). Although, this task force 
recommends measures to assess specific psychological concerns, such as depression and anxiety, 
they do not offer any recommendations for specific measures that would provide an assessment 
of overall psychological functioning.   
Many university athletic departments are attempting to align their policies and practices 
with the NCAA’s guidelines. While increasing societal awareness regarding the mental health 
challenges experienced by student-athletes is a useful first step, it is important for widespread 
efforts to improve athletes’ mental health to go beyond awareness. Perhaps the momentum of 
this recent increase in athlete mental health awareness will lead to future athlete mental health 




SIC-LOSI. These types of athlete-specific resources may help athletes connect with mental 
health providers despite the numerous barriers to athlete mental health care.  
Current Assessment of Global Symptomology  
The Symptom Checklist 90-Revised (SCL-90-R; Derogatis, 1994) is currently one of the 
most frequently implemented tools for assessing global psychological symptomatology. The 
SCL-90-R is a 90-item questionnaire designed to assess nine distinct dimensions of mental 
health functioning (Derogatis & Cleary, 1977a, 1977b). This measure has been utilized for 
screening in outpatient clinics (Holi, Marttunen, & Aalberg, 2003), to discriminate between 
depression and anxiety (Tomassini et al., 2009), and to evaluate the association between physical 
activity and depression (Ryan, 2008). The SCL-90-R’s reliability and validity have also been 
examined in multicultural settings (Martinez, Stillerman, & Waldo, 2005; Sereda & Dembitskyi, 
2016). This measure has also been utilized to examine the psychometric properties of a wide 
variety of screening instruments (Øiesvold, Bakkejord, & Sexton, 2011; Recklitis, Licht, Ford, 
Oeffinger, & Diller, 2007). Although the SCL-90-R has been found to display clinical utility in a 
wide variety of settings, it has never been validated in an athletic population. Furthermore, it’s 
length may make it less efficient to administer than a more concise measure. 
Potential Solution to the Lack of Athlete-Specific Assessment Measures 
 A measure tailored specifically to athletes, easy to administer, and that validly assesses 
mental health problems could help to bridge the gap between athletes and mental health services. 
This type of measure would allow the administrator/provider to identify potential mental health 
concerns that may be targeted to improve athletes’ performance, both during and outside of 
sports. One advantage to this measure is individuals with whom the athletes have the most 




problem areas and make appropriate referrals. Providers should recognize that although athletes 
may not meet full criteria for formal DSM-5 diagnosis, they may still be suffering from 
subthreshold symptoms, for which early intervention could be advantageous (Roberts, Faull, & 
Tod, 2016). Most current assessment measures do not assess for factors both in and outside of 
sport that may increase athletes’ vulnerability to mental health problems (Bar & Markser, 2013), 
nor do current methods consider diagnostic or treatment-related issues unique to this population 
(Reardon & Factor, 2010). Development of an athlete-specific mental health measure would not 
only allow for a greater understanding of athlete mental health, it would also have the potential 
to improve the emotional wellbeing and psychological health of student-athletes (Nicholls & 
Polman, 2007). 
The SIC-LOSI 
 The original Sport Interference Checklist (SIC; Donohue et al., 2007) was designed to 
understand how stressors interfere with sport performance. While a student-athlete’s ability to 
perform well in practice and competition is an important part of their lives, coaches and 
administrators should also work to ensure student-athletes are able to perform well in life. The 
Sport Interference Checklist’s Life Outside of Sports Inventory (SIC-LOSI) builds upon the 
original SIC, which identifies factors that interfere with the performance of athletes during their 
practice and/or competition. The development of an additional measure is necessary to ensure 
sport performance is not the only focus of the psychological assessment of athletes. The 
inclusion of a life outside of sport measure is vital to develop a comprehensive understanding of 
student-athletes’ mental health. Gaining awareness concerning the mental health interference 
experienced by student-athletes by using an athlete-specific measure may make it easier for 




student-athlete identify specific mental health interferences in the athlete’s life, those issues may 
be targeted with directed interventions. Systematic elimination of these interferences would 
likely contribute to better mental health and improved performance in multiple domains. In 
addition, it may be useful in helping athletes integrate their athletic identity with their identity 
outside of sport. This measure may also provide important insights into which of the specific 
areas of their lives are impacted by their sport participation or athletic identity. This measure 
may also help providers determine which life domains to address at the onset of treatment. In 
addition, athlete responses may offer insight into specific coping skills that may benefit the 
athlete, as coping skills have demonstrated a positive relationship with athlete mental health and 
sport performance (Lazarus, 2000). 
 The SIC-LOSI is a comprehensive assessment that can assist in the detection of potential 
psychological problems and prompt appropriate referrals. Utilization of the SIC-LOSI could 
allow for the implementation of early intervention and, in doing so, may lead to better mental 
health outcomes for athletes. As mentioned previously, the NCAA suggests screening student-
athletes for mental health concerns prior to their participation in sports (NCAA, 2016). By 
utilizing the SIC-LOSI, athletic departments and teams would have the ability to screen for a 
variety of mental health symptoms, in a very short time, and align their practices with these 
recommendations. Currently, there are few comprehensive, psychometrically validated measures 
designed to assess mental health in athletes. The SIC-LOSI fills that need by providing a brief, 
athlete-specific measure that normalizes mental health performance interference outside of 
sports, potentially reducing the effects of stigma associated with mental health issues and 
increasing the accuracy of the measure. This measure may be a crucial next step in combating 




CHAPTER 3: THE PRESENT STUDY 
The purpose of the present study was to develop a measure capable of screening mental 
health symptoms in collegiate athletes outside the sport environment and psychometrically 
examine the utility of this measure by performing a factor analysis, examining its internal 
consistency, and assessing its convergent validity. Clinical cutoff scores were also generated to 
assist identification of athletes who may benefit from mental health referrals.  
Methods 
Participants. Participants were 259 undergraduate students recruited at a National Collegiate 
Athletic Association (NCAA) Division I university in the United States. All participants were at 
least 18 years of age; competed in NCAA, club, or intramural sports; and agreed to participate in 
a recruitment trial for a treatment outcome study examining the effects of goal-directed 
behavioral therapy with student-athletes. 
Measures 
Demographics Form. A standardized form was used to obtain demographic information, 
including gender, age, and sport level (NCAA, club, or intramural).  
Sport Interference Checklist’s Life Outside of Sports Inventory (SIC-LOSI). The SIC-LOSI 
is a measure created to evaluate the severity of psychological interference in the performance of 
athletes. This instrument consists of 14 items. This scale measures the extent to which specific 
psychological issues interfere with athlete performance in domains outside of sports (e.g., How 
often does “drug use” interfere with your performance during your life outside of sports?). The 
SIC-LOSI scale uses a 7-point frequency response format (1 = never, 7 = always), with higher 




Symptom Checklist 90–Revised (SCL-90-R). The SCL-90-R (Derogatis, 1994) is a 90-item 
self-report measure, assessing nine distinct dimensions of mental health functioning. The SCL-
90-R prompts participants to rate the severity of 90 different symptoms over the past week using 
a 5-point scale from 0 to 4, on which a 0 indicates the participant has not experienced the 
symptom in the past week and a 4 indicates the participant has been extremely distressed by the 
symptom over the past week.  The Global Severity Index (GSI) is this measure’s assessment of 
general psychological impairment. The GSI has been shown to have strong psychometric 
properties in a number of studies (Derogatis, 1994). The GSI was used in the present study to 
evaluate whether general psychological impairment is associated with psychological interference 
with the athletes’ performance in their lives outside of their respective sport. In previous studies, 
both college athletes at various levels of competition (i.e. NCAA, recreational) have exhibited 
significantly lower GSI scores as compared to their non-athlete peers (Donohue et al., 2004).  
Procedure 
 The current study occurred within the context of a randomized clinical trial. Participants 
in this study were recruited to determine their interest in being randomized to one of two goal-
oriented programs (i.e., traditional campus counseling and psychological services, The Optimum 
Performance Program in Sports; see Donohue et al, 2018). Participants were recruited in several 
ways, including course credit, Athletics Department referral consequent to problematic alcohol 
use or illicit drug use, flyers describing the study that were circulated throughout campus. 
Participants were also recruited after presentations during athletic team meetings and 
performance workshops. Participants were required to be at least 18 years-old and to have use 




small battery of questionnaires, including the Sport Interference Checklist Life Outside of Sports 
Inventory (SIC-LOSI) and the Symptom Checklist – 90 Revised (SCL-90R; Derogatis, 1994).  
 The current study procedures are consistent with the ethical guidelines of the American 
Psychological Association, and this study has been approved by the university’s institutional 
review board. No adverse events occurred during the course of this study. The participants 
completed the study within the context of a certificate of confidentiality issued by the National 
Institutes of Health, which protects the participants’ records from being released due to court 
mandate.   
 Immediately after the aforementioned interview was completed, all participants were 
asked to complete the Sport Interference Checklist’s Life Outside of Sports Inventory (SIC-
LOSI) to assess severity of psychological symptoms and factors indicated to interfere with 
performance outside of sports and the Symptom Checklist – 90 Revised (SCL-90R; Derogatis, 
1994). The baseline assessment lasted approximately 90 minutes, and the SIC LOSI and 
SCL90R administration time was approximately 10 minutes. The dataset used for this study were 
de-identified immediately after data collection was completed and subsequently used for 
secondary analysis.  
Study Hypotheses and Statistical Plan 
H1: Based on the results of factor analysis, each item from the SIC-LOSI will load onto a single 
factor. 
H2: Items within the resulting factor will evidence high internal consistency. 
H3: The hypothesized factor score will evidence a positive correlation with the SCL-90-R Global 




H4: A cutoff score will be able to be established, which will distinguish between non-clinical and 
clinical level of mental health concerns 
Statistical Analysis 
 Principal component analysis will performed on the SIC-LOSI inventory. The number of 
factors within each inventory will be established according to the results of parallel analysis 
(Horn, 1965) and Minimum Average Partial (MAP, Velicer, 1976) tests. A sample size of 300 or 
more is recommended for factor analysis (Tabachnick & Fidell, 2013); however, although this 
sample of 259 participants does not exceed the recommended 300, a sample size of 100 to 200 
participant has been shown to produce a reasonably stable factor structure (Guadagnoli & 
Velicer, 1988).  
 Cronbach’s alpha will be applied to calculate the internal consistency of all resulting 
factors.  Feldt’s (1965) method of calculating confidence intervals for Cronbach’s alpha and 
Fleiss and Shrout’s (1978) method will be used to calculate confidence intervals for ICC (A,k). 
Total scores will be calculated for all recognized factors to establish a numerical representation 
of each participant’s total pattern of symptomology. Participants’ total scale scores will be 
calculated by summing their responses to items on the SIC-LOSI. Correlations will also be 
calculated between the SIC-LOSI and SCL-90-R Global Severity Index (GSI) to determine the 
convergent validity of the measure. A positive correlation is expected between the SIC-LOSI 
total score and the SCL-90-R GSI because mental health symptom severity would presumably be 
associated with an increase in psychological interference outside of sports. 
 To determine if participants of different genders and varying sport levels exhibited 
similar response patterns on the SIC-LOSI scales and SCL-90-R, multivariate analyses of 




variables and gender and athlete type (NCAA, club, recreational) as independent variables. Post-
hoc analyses will be performed for significant MANOVAs.  
 To explore whether the SIC-LOSI scale can be used to assist in the referral of athletes to 
mental health services, Receiver Operating Characteristic (ROC) analyses will be used to predict 
SIC-LOSI scores that are significantly associated with clinically elevated scores on the SCL-90-
R GSI. ROC analysis will be used to generate empirical cut-off scores for the SIC-LOSI. Factor 
scores on the SIC-LOSI corresponding to a T score of 60 on the SCL-90-R GSI will be 
considered clinically relevant and can be considered cues for referral to appropriate mental 
health services. Cut off scores will be identified using Youden’s Index, which represents 





CHAPTER 4: RESULTS 
Descriptive Results.  
Table 1 displays the participants’ demographic information and Table 2 displays the 
means and standard deviations of the primary study variables.  
Outliers 
The data was inspected for multivariate outliers. A Mahalanobas distance analysis 
indicated that the associated for p-value for 257 of the sets was greater than 0.05 and, therefore, 
these sets are not considered outliers against the criterion of alpha = 0.001 (Tabachnick & Fidell, 
2013). Two sets of scores did meet the 0.001 alpha outlier criterion; however, after examination 
of the scores it was determined these extreme scores were likely not present due to error and both 
indicated fewer self-identified mental health symptoms endorsed on the SCL-90-R as compared 
to the SIC-LOSI. This is consistent with the hypothesis that athletes are less likely to respond to 
a general mental health questionnaire as compared to an athlete-specific measure. Due to the 
minimal number of outliers and the expected variability within a sample of this size, no cases 
were selected for removal.  
The standard error of measurement (SEM) was calculated based on coefficient alpha for 
the SIC-LOSI (SEM = 4.69) The determinant of the variance-covariance matrix was close to 0 
for the measure, so the chi-square test for parallelism could not be calculated. Therefore, the 
SIC-LOSI items may not be parallel and the SEMs may underestimate how far the observed 







 A principal components analysis revealed a one-factor solution for the SIC-LOSI, 
comprising 36.2% of the total variance. As displayed in Table 3, items all loaded onto one factor 
related to general mental health symptoms.  
The Life Outside of Sport scale items demonstrated high internal consistency 
(Cronbach’s α = .86, 95% CI [.83, .88]) and standardized alpha (.86). The intraclass correlation 
for absolute agreement [ICC (A,k)] was also strong (.83, 95% CI [.79, .86]).  
Convergent validity for the SIC-LOSI was assessed by correlating the total factor score 
with the SCL-90-R Global severity index (GSI). The correlation between the Life Outside of 
Sport scale and the GSI was significant (r (259) = .62, p < .008, 95% CI [.53, .68] and 
demonstrates a strong positive association between the two measures, which indicates that as 
athletes experience an increase in mental health related interference with their lives outside of 
sport, there is an increase in the perceived severity of psychiatric symptoms. 
 Corrected item-total correlations and alphas-if-item-deleted were also performed on the 
items of the SIC-LOSI. The results are summarized in Table 4. As no corrected item-total 
correlations were below .3, the deletion of any items would not improve internal consistency. All 
alpha-if-item-deleted values fell between .84 and .85. As the coefficient alpha of the 14-item 
measure is .86, the removal of any items would not improve internal consistency of this measure. 
Analysis of Potential Effects Due to Gender and Athlete Type 
Gender  
 It was predicted that males and females would exhibit similar response patterns on both 
measures. To examine this hypothesis, a MANOVA was implemented utilizing the SIC-LOSI 
and the SCL-90-R as dependent variables and gender (male, female) as the independent variable. 




male or female F(2, 256) = 3.73, p < .05, Wilk's Λ = .972. To determine the source of these 
differences, one-way ANOVAs were performed using the SIC-LOSI scale and the SCL-90-R as 
dependent variables and gender as the independent variable for each analyses. 
 There were no significant differences between genders on the SIC-LOSI scale (F(1,257) 
= .004, p > .05); however, there were differences between genders on the SCL-90-R (F(1,257) = 
4.69, p < .05). Post hoc analysis revealed that female athletes (68.41 ± 10.89) endorsed the 
presence of more overall mental health symptoms than male athletes (52.41 ± 9.40, p = .031)   
Athlete Type  
 It was also expected that different types of athletes (intramural, club, NCAA) would 
exhibit similar response patterns on both measures. To test this hypothesis, a MANOVA was 
performed utilizing the SIC-LOSI total score and the SCL-90-R GSI as dependent variables and 
sport type as the independent variable. There was a statistically significant difference in 
responses based on whether the participant was an NCAA, club, or intramural athlete F(4, 508) = 
3.27, p < .005, Wilk's Λ = .95.  To determine the source of these differences, one-way ANOVAs 
were performed using the SIC-LOSI scale and the SCL-90-R as dependent variables and sport 
type as the independent variable for each analysis.  
 There was statistically significant differences between athlete types on the SIC-LOSI 
scale (F(2,255) = 5.37, p < .01) and the SCL-90-R (F(2,255) = 8.40, p < .01). A Tukey post hoc 
test revealed that NCAA athletes scores on the SIC-LOSI (26.41 ± 11.02) were significantly 
lower than club athletes (34.33 ± 12.61, p = .025) and intramural athletes (31.13 ± 12.91, p = 
.038).   There was also a statistically significant difference between groups on the SCL-90-R 
scores (F(2,255) = 4.613, p < .05). A Tukey post hoc test revealed that NCAA athletes (42.70 ± 





For the ROC analysis, athletes were divided into two groups, in which 80 athletes 
demonstrated subclinical to clinical levels of mental health concerns (T-scores > 60) and 179 
athletes demonstrated nonclinical levels of concern (T-scores < 60). For the SIC-LOSI, the 
variances in sensitivity, specificity, positive predictive value (PPV), and negative predictive 
value (NPV) were evaluated. The PPV and NPV are accuracy statistics that indicate the number 
of identified positive cases that actually are of High Risk versus those that are actually of Low 
Risk (compared to false positive and false negative classifications; Stojanovic et al., 2014). The 
SIC-LOSI’s ability to distinguish between athletes of High and Low-Risk for mental health 
difficulties was measured using the Area under the ROC curve (AUC), with an AUC of 0.50 
indicating chance classification, and AUC of 1.00 indicating a perfect classification rate 
(Hosmer, Lemeshow, & Sturdivant, 2013). AUCs were compared using the method of Hanley 
and McNeil (1983). Table 6 presents details on the AUCs for the SIC domains. Cut off scores 
were ascertained using Youden’s Index (sensitivity + specificity – 1), thus, maximizing overall 
correct classification. Figure 1 presents the ROC curve for the SIC domains, and Table 7 
presents sensitivity, specificity, PPV, NPV, correct classifications, and diagnostic likelihood 
ratios (DLR) for each analysis. Results indicate that the SIC-LOSI identified High Risk athletes 
significantly better than chance, with an AUC of .86. 
Given that NCAA and Club athletes had significantly different mean scores on the SCL-
90-R and the SIC LOSI, ROC analyses were performed on each athlete group separately to 
determine whether a cutoff score of 32 would be appropriate across these groups. The results of 
each ROC analysis indicated that a cutoff score of 32 is optimal regardless of athlete type. 




groups are examined independently. For NCAA athletes, a cutoff score of 32 produces a 
sensitivity of .85 and a sensitivity of .91, while the AUC increases to .94. For Club athletes, a 
cutoff score of 32 produces a sensitivity of .88 and a specificity of .86, while the AUC increases 
to .96. Lastly, for intramural athletes, a cutoff score of 32 offers the highest diagnostic likelihood 





CHAPTER 5: DISCUSSION 
A lack of athlete-specific mental health assessment tools may be a contributing factor in 
student-athletes’ underutilization of psychological services by. In addition, current measures that 
are athlete-specific tend to be focused on the impact of psychological issues during sport 
performance, potentially neglecting the presence of symptoms in athletes’ lives outside of sports. 
The current study was designed to examine the factor structure, reliability, and validity of a 
screening measure to detect high mental health symptom severity. Additionally, to enhance the 
clinical utility of this measure, cutoff scores were developed to aid those administering the 
measure in referring athletes who could benefit from mental health treatment. The Sport 
Interference Checklist’s – Life Outside of Sport Inventory (SIC-LOSI) allows providers to assess 
the extent that psychological problems are interfering with athletes’ life outside of sport. It also 
offers important insight into the severity of athlete mental health symptoms and examines 
whether these problems may warrant a mental health referral. Mental health-related problems 
outside of sport must be considered carefully when working with student-athletes. According to 
the APA (2013), mental health disorders are often marked by reported distress in multiple 
domains. In the assessment of athletes, a decline in sport performance may be the easiest to 
identify; however, it may not provide a complete picture of the athletes’ mental health, as a 
significant number of stressors and difficulties may occur in their lives outside of sports and are 
unlikely to be openly discussed with team physicians or coaches. This is illustrated by the fact 
that more than 30% of males and nearly 50% of females who participate in sports at the 
collegiate level report symptoms of depression or anxiety (Brown, et al., 2014), yet many 
athletes feel pressured to suppress problems that may indicate weakness (Reardon & Factor, 




2015). Assessing mental health interference as it relates to performance in non-sport domains, 
may also be an effective way to elicit accurate self-report, using terminology and concepts that 
are quite familiar to most athletes. Using this performance-based framework offers athletes an 
opportunity to identify areas of mental health interference outside their sport, sans the stigma that 
is so often associated with mental health assessment. Not only can the SIC-LOSI be easily 
implemented by physical health care providers and coaches, it can also bring awareness to 
impairment in functioning outside of sports, an often overlooked area of athletes’ lives. This 
increased awareness allows for the prioritization of these mental health problems and may permit 
coaches and providers to address the athletes’ ambivalence toward help-seeking or lack of 
motivation to pursue mental health treatment.   
The results of this study suggest the SIC-LOSI is a psychometrically sound measure and 
may be useful in athletic settings. Each individual item on the SIC-LOSI had a salient loading on 
a single factor. In addition, the items appear to be applicable to athletes and consistent with 
another validated, widely-used mental health symptom measure, as each individual item on the 
SIC-LOSI had a significant correlation with the SCL-90-R GSI. The SIC-LOSI and the SCL-90-
R GSI also demonstrated strong convergent validity as predicted. Specifically, the positive 
relationship between these two measures revealed that individuals who endorse high levels of 
distress on the SIC-LOSI likewise reported increased prevalence of mental health symptoms, 
which is consistent with research on the original Sport Interference Checklist (Donohue et al. 
2007). Although many items included in the SIC-LOSI scale overlap with items from the SCL-
90-R (e.g., depressed mood, anxiety), the explicit context of the items on the SIC-LOSI may 
prompt the athlete to recognize these symptoms and explore the functional impact on their lives. 




than females but did not demonstrate any differences in responding from females on the SIC-
LOSI. This is an important finding due to the tendency of males to endorse fewer psychological 
symptoms (Grant, Hasin, Stinson, & Dawson, 2005), which may be another indication that using 
the SIC-LOSI’s performance-related approach to examine mental health could be more effective 
than traditional methods.  The SIC-LOSI’s sound factor structure, high reliability, strong 
convergent validity, and high internal consistency support its use with college athletes at any 
level. Although the original SIC has been psychometrically validated for use with student-
athletes (Donohue et al., 2007), the SIC-LOSI offers supplementary information related to 
athlete mental health not addressed by the original measure, providing a more holistic view of 
the athletes’ lives.  
 The current study provides support for the use of the SIC-LOSI as a means to predict 
mental health-related distress. ROC analysis indicated the SIC-LOSI is an effective tool for 
detecting athletes who may be at-risk for clinically significant mental health concerns and that 
identified cut-off scores should be used to prompt appropriate referrals. These findings are in line 
with recommendations from the National Athletic Trainer’s Association that in order to promote 
the health and well-being of student-athletes, universities should utilize empirically validated 
mental health screening instruments (Conley et al., 2014; Kroshus, 2016). The results of this 
study suggest that scores over 32 on this measure are predictive of significant, and potentially 
referable, mental health concerns (T-score greater than 60 on the SCL-90 R). Independent 
athlete-type ROC analyses also support a cut-off score of 32. Although, this cutoff score was 
selected because it provided high levels of both sensitivity and specificity, higher or lower scores 
may be used if higher specificity or sensitivity, respectfully, is desired (cutoff scores are outlined 




 Due to its predictive capability, the SIC-LOSI may be useful in linking student-athletes, 
who may have otherwise been missed by other screening measures, with mental health treatment 
providers because these athletes may be more likely to recognize and endorse mental health 
symptoms when framed as performance inhibitors. By offering athletes an increased awareness 
of mental health related interference and decreasing the stigma commonly associated with mental 
health, providers would have the ability to offer appropriate treatment referrals, which is 
considered by the NCAA to be a crucial aspect of the screening process (NCAA, 2016). 
Furthermore, student-athletes have been found to be more motivated to seek mental health 
treatment when they are aware of the impact it could have on their sport performance (Donohue 
et al., 2004; Watson, 2006). They may also be more likely to seek treatment if they realize the 
effect mental health difficulties have on their performance in other life domains. For example, if 
athletes understand that injuries have a strong relationship with depression and anxiety 
(Gouttebarge et al., 2017; Gulliver et al., 2015) or that depression is linked with higher levels of 
substance use and suicide risk (NIMH, 2015), they may be willing to discuss those issues with a 
provider. Thus, in addition to providing a means for appropriate referrals, the utilization of the 
SIC-LOSI for mental health assessment could also provide an opportunity for treatment 
providers to discuss elevations with athletes and, perhaps, increase athletes’ motivation to engage 
with services by highlighting the possible performance benefits. In light of this possibility, future 
outcome research should focus on whether the SIC-LOSI is more effective than other general 
mental health screeners in increasing athlete motivation for treatment and, ultimately, 
engagement in psychological services. 
 This measure may also be able to assist treatment providers in creating relevant and 




benefit from brief interventions, especially those that involve insight-oriented and stress-
management techniques (Pinkerton, Hinz, Barrow, 1989). The SIC-LOSI provides the 
opportunity to establish specific treatment goals by identifying elevations in performance 
interference in particular domains. High specificity of treatment goals can help provide clarity 
concerning which specific interventions are likely to benefit the athlete. In addition, specificity is 
a crucial component of brief treatment models (Miller & Rollnick, 2013).  
Limitations and Future Directions 
There are a number of limitations in the current study. The sample size, although 
adequate for the types of analyses conducted, may have yielded a more stable factor structure 
with additional participants. A sample size of 300 is recommended when evaluating this type of 
data, as uninterpretable or unstable factor matrices may occur when using a small sample 
(Tabachnick and Fidell, 2013). Thus, using a larger sample size may have resulted in additional 
factors.  
In addition, the standard error of measurement was 4.69 on the SIC-LOSI and because 
the items may not be parallel, the SEM may underestimate how far the observed scores are from 
the true scores.  
Related to the internal consistency of the measure, it is expected that participants would 
exhibit similar response patterns to other participants of the same gender. Previous research 
indicates that females have a tendency to to exhibit higher levels of psychological 
symptomatology than males (Grant, Hasin, Stinson, & Dawson, 2005) and males often display 
higher levels of resistance to mental health treatment than females (Rochlen, Whilde, & Hoyer, 
2005). Due to these inherent differences, if these groups were examined separately, the internal 




were found between the response patterns of males and females on the SCL-90-R, there was no 
significant differences in the mean scores of males and females on the SIC-LOSI. Thus, it is 
questionable whether examining these groups independently would have improved validity. 
However, in relation to the factor analysis, if male and female groups been analyzed separately, 
there may have been fewer salient loadings on the 1st principal component and it is possible that 
other factors would have been identified. In the current study, these groups were not large 
enough to complete these independent analyses; however, future studies might focus on 
performing these analyses in distinct groups. 
Athletes from different levels of competition were also a set of potentially homogenous 
subgroups in the current study. When examining differences between athlete types, previous 
findings indicate athletes competing at various levels of competition have a tendency to exhibit 
similar psychological problems (Donohue et al., 2004).  The MANOVA results indicate there 
were significant differences between Club and NCAA athletes; however, it is not expected that 
this subgroup affected these results with regards to the factor analysis, validity, or the internal 
consistency of the measure because it is reasonable to assume that there would be some variation 
between NCAA athletes and recreational sport athletes. Examining NCAA, intramural, and club 
athlete groups separately may be an area of focus in future research.   
The SIC-LOSI appears to have very good clinical utility. Administration of this scale 
may be completed in under 5 minutes and items appear to measure what they are intended to 
measure. The clinical utility of the SIC-LOSI is enhanced by the cutoff scores that help to 
identify individuals who may benefit from a referral to mental health services. Donohue et al. 
(2007) concluded that stressors related to mental health, environmental, and social difficulties 




or competition. If mental health can interfere in distinct ways in two athletic contexts (training 
and competition), athletes’ performance in domains outside of sport may be even more 
susceptible to the interference of mental health symptoms because performance in outside of 
sport domains are likely not practiced with the same intentionality, intensity, or frequency as 
sport behaviors. Assessing for mental health interference outside-of-sports could be a useful 
supplement to the original SIC and, potentially, provide treatment providers with a tool for 
identifying concerns that other measures might fail to identify, but could be worthy of referral for 
psychological services.  
The Sport Interference Checklist (SIC; Donohue et al., 2007) also exhibited solid clinical 
utility; however, the fact that SIC-LOSI items load onto one factor offer the SIC-LOSI an 
advantage over the original measure. The one factor solution of the SIC-LOSI also demonstrated 
a stronger positive relationship with the SCL-90-R GSI than any of the four factors identified on 
the SIC. The SIC was recently used as one of the outcome measures in a NIDA-funded RCT 
(Donohue et al., 2015; Donohue et al., 2018) exploring the efficacy of Family Behavior Therapy, 
a goal-oriented performance enhancing approach to student-athlete mental health treatment, 
specifically for those with substance or alcohol use issues. Whether used independently or as a 
supplement to the original SIC, the SIC-LOSI offers additional information and useful insights 
related to athlete mental health. Based on the results of the study, the SIC-LOSI appears to be 
appropriate for use in athletic or clinical contexts. The SIC-LOSI is displayed in the Appendix 






APPENDIX 1: TABLES 
Table 1 
Demographic Information (N=259)   
Item Total % 
Gender   
Male 144 55.6 
Female  115 44.4 
Ethnicity   
White/Caucasian 102 39.4 
Black/African-American 39 15.1 
Asian/Asian American 23 8.9 
Hispanic/Latino 32 12.4 
Pacific Islander 11 4.2 
Other (multiple or not listed) 52 20.1 
Type of Athlete   
NCAA 102 39.8 
Club 38 14.7 
Intramural 119 46.0 
Class Status   
Freshman 105 40.5 
Sophomore 75 29.0 
Junior 53 20.5 
Senior 26 10.0 
Note.  Average age 19.83 (SD=2.06)  
 
Table 2 
Means and Standard Deviations of Study Variables (n = 259) 
Measures M SD Min Max 
SIC-LOSI 25.45 10.24 14.00 89.00 







First Principal Component (SIC-LOSI) 
Item Pattern Matrix Coefficient 
1. Too impulsive .48 
2. Feeling depressed .69 
3. Severe anxiety, panic attacks, obsessive thoughts, doing  
    senseless behavior repeatedly 
.67 
4. Alcohol use .62 
5. Drug use, or use of prescribed drugs more than medical  
    doctor's recommendation 
.52 
6. Difficulty maintaining weight at an acceptable level to me  
    or to others 
.48 
7. Difficulty sleeping .55 
8. Doing things that get me in trouble with others .67 
9. Poor relationships with others .68 
10. Tics or sudden and uncontrollable jerks of body parts .52 
11. Hearing, smelling, or seeing things that others don't .51 
12. Difficulties remembering things .62 
13. Sudden mood swings .69 
14. Sexual disorders (pain during sex, premature ejaculation,  
     problems with arousal, sexual promiscuity, unsafe sex) 
.66 






Item-Total Statistics (SIC-LOSI) 








Coefficient Alpha if 
Item Deleted 
1. Too impulsive .40 .85 
2. Feeling Depressed .63 .84 
3. Severe anxiety, panic attacks,     
    obsessive thoughts, doing senseless  
    behavior repeatedly 
.59 .84 
4. Alcohol use .53 .84 
5. Drug use, or use of prescribed drugs  
    more than medical doctor's  
    recommendation 
.43 .85 
6. Difficulty maintaining weight at an  
    acceptable level to me or to others 
.41 .85 
7. Difficulty sleeping .48 .85 
8. Doing things that get me in trouble  
    with others 
.58 .84 
9. Poor relationships with others .60 .84 
10. Tics or sudden and uncontrollable   
      jerks of body parts 
.41 .85 
11. Hearing, smelling, or seeing things  
      that others don't 
.40 .85 
12. Difficulties remembering things .53 .84 
13. Sudden mood swings .61 .84 
14. Sexual disorders (pain during sex,    
      premature ejaculation, problems  
      with arousal, sexual promiscuity,  





Table 5  
 
Screening Measure Scores across Gender and Sport Level 
Note. NCAA = National Collegiate Athletic Association; GSI = SCL-90-R Global Severity Index; SIC-LOSI scores are reported as 
raw scores; GSI scores are reported as z-scores 
 
Measure Total Sample (N = 259) 
Male 
(n = 144) 
Female 
(n = 115) 
NCAA 
(n = 102) 
Club 
(n = 38) 
Intramural  





df p Group differences 
 M SD M SD M SD M SD M SD M SD     
SIC-LOSI  30.08 12.31 30.04 13.42 30.14 10.82 27.31 11.03 33.39 12.61 31.40 12.87 F = .004    (2, 285)   .95 
NCAA vs. Club 
GSI .62 .43 .57 .41 .68 .44 .54 .43 .78 .54 .63 .38 F = 4.69    (2, 286)   .03 
Male vs. Female 





Receiver Operating Characteristic (ROC) Area under the Curve (AUC) for the SIC-LOSI for 
Classification of SCL-90-R Global Severity Index Scores  
 
 AUC 95% CI of AUC SE of AUC p* 
SIC-LOSI .86 .81 – .90 .02 < .001 
Note. SIC-LOSI = Sport Interference Checklist Life Outside of Sports Inventory. SE = Standard 
Error. AUC = Area under the curve. *indicates asymptotic significance level. 
 
Table 7 
Classification Accuracy Statistics for SCL-90-R Global Severity Index  
 Score a TP FP TN FN Sn Sp PPV NPV DLR b 
SIC-LOSI 14 79 180 0 0 1 0 .31 0 1 
 19 78 143 37 1 .99 .21 .35 .97 1.24 
 24 77 93 87 2 .97 .48 .45 .98 1.89 
 26 74 71 109 5 .94 .61 .51 .96 2.37 
 28 70 60 120 9 .89 .67 .54 .93 2.66 
 30 65 43 137 14 .82 .76 .60 .91 3.44 
 32 63 36 144 16 .80 .80 .64 .90 3.99 
 34 55 30 150 24 .70 .83 .65 .86 4.18 
 36 45 26 154 34 .57 .86 .63 .82 3.94 
 40 37 14 166 42 .47 .92 .73 .80 6.02 
 46 18 5 175 61 .23 .97 .78 .74 8.20 
 54 8 4 176 71 .10 .98 .67 .71 4.56 
Note. TP = number of true positive classifications. FP = number of false positive classifications.  
TN = number of true negative classifications. FN = number of false negative classifications. Sn = 
Sensitivity. Sp = Specificity. PPV = Positive Predictive Value. NPV = Negative Predictive 
Value. SIC-LOSI = Sport Interference Checklist Life Outside of Sports Inventory. SIC-LOSI 
Total Score can range from 14 to 98. DLR = Diagnostic Likelihood Ratio.  
a Bolded scores represent the optimal cut score as determined by Youden’s Index. b The 
probability of a high-risk athlete being correctly classified into the high-risk group for overall 
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APPENDIX 3: MEASURE 
Sport Interference Checklist’s Life Outside of Sports Inventory (SIC-LOSI) 
  
 Below is a list of things that sometimes occur with athletes during their lives outside of sports. Please circle the number that 
represents how often each of these things interferes with your life outside of sports. 
  
 Please use the following scale for items 1 through 14: 
 
1 = Never, 2 = Very Seldom, 3 = Seldom, 4 = Sometimes, 5 = Often, 6 = Very Often, 7 = Always 
 
 How often does this interfere with your performance 
during your life outside of sports? 
1. Too impulsive 1 2 3 4 5 6 7 
2. Feeling Depressed 1 2 3 4 5 6 7 
3. Severe Anxiety, panic attacks, doing senseless behavior repeatedly 1 2 3 4 5 6 7 
4. Alcohol Use 1 2 3 4 5 6 7 
5. Drug use, or use of prescribed drugs more than a medical doctor’s recommendation 1 2 3 4 5 6 7 
6. Difficulty maintaining weight at an acceptable level to me or others 1 2 3 4 5 6 7 
7. Difficulty sleeping 1 2 3 4 5 6 7 
8. Doing things that get me into trouble with others 1 2 3 4 5 6 7 
9. Poor relationships with others 1 2 3 4 5 6 7 
10. Tics or sudden and uncontrollable jerks of body parts 1 2 3 4 5 6 7 
11. Hearing, smelling, or seeing things that others don’t 1 2 3 4 5 6 7 
12. Difficulties remembering things 1 2 3 4 5 6 7 
13. Sudden mood swings 1 2 3 4 5 6 7 
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ADTP clinics  
 Facilitate groups (Seeking Safety, CBT-SUD, ACT-D, multiple intensive outpatient (IOP) 
groups)  
 Perform psychological testing for the neuropsychology clinic to clarify diagnoses and 
recommend appropriate treatment plans  
 Coordinate care with other providers to ensure Veterans receive quality treatment and have 
access to all available resources  
 Conduct presentations on therapy and assessment cases in addition to a CEU qualified diversity 
topic. 
Doctoral Practicum Trainee, VA Southern Nevada Healthcare System July 2018 – July 2019 
Supervisor: Ashley Simmons, Psy.D   
Primary Care Mental Health Integration (PCMHI) 




 Conducted brief individual therapy  
 Implemented brief diagnostic assessments  
 Received training and certification in PCMHI 
 Developed and facilitated a group for Veterans with sleep problems 
 
Intake Clinician, The PRACTICE  Aug. 2018 – July 2019 
Supervisors: Noelle Lefforge, Ph.D. & Michelle Paul, Ph.D.   
Department Community Mental Health Clinic, UNLV  
Las Vegas, NV  
 Conducted phone intakes with potential patients to determine eligibility for treatment for an 
outpatient psychology department-sponsored mental health clinic  
 Conducted in-person diagnostic interviews with potential patients to assess symptoms, risk 
factors, suicidality, family history, etc. 
 Presented cases and offered treatment recommendations in weekly interdisciplinary treatment 
team meetings with licensed psychologists and other student-clinicians 
Doctoral Practicum Trainee, VA Southern Nevada Healthcare System July 2017 – June 2018 
Supervisor: Jason Mouritsen, Psy.D.   
Behavioral Health Interdisciplinary Program (BHIP)  
Las Vegas, NV  
 Provided individual and group psychotherapy to Veterans  
 Conducted full diagnostic assessments  
 Facilitated a weekly Whole Health class for Veterans, which covered topics including sleep 
hygiene, anger management, mindfulness/relaxation techniques, and principles of cognitive 
behavioral therapy 
 Co-facilitated CBT for Depression, ACT for Depression, and ACT for Chronic Pain groups 
for Veterans 
 Implemented screening and treatment monitoring assessments  
 Provided Psychological First Aid to Veterans affected by the Oct. 1 Las Vegas mass shooting 
Doctoral Practicum Trainee, The PRACTICE  Aug. 2016 – Aug. 2017 
Supervisors: Stephen Benning, Ph.D. & Michelle Paul, Ph.D.   
Department Community Mental Health Clinic, UNLV  
Las Vegas, NV  
 Provided individual psychotherapy in an outpatient psychology department-sponsored mental 
health training clinic for affective disorders, anxiety disorders, obsessive-compulsive 
disorders, trauma-related disorders, ADHD, intermittent explosive disorders, neurocognitive 
disorders, and adjustment disorders.  
Doctoral Practicum Trainee, The PRACTICE  Aug. 2016 – Aug. 2017 
Supervisors:  Stephen Benning, Ph.D. & Michelle Paul, Ph.D.  
Department Psychological Assessment and Testing Clinic (PATC), UNLV  




 Conducted psychodiagnostic and neuropsychological assessments in an outpatient department-
sponsored mental health training clinic for adults and children referred from the Las Vegas 
community with a range of referral questions 
 Performed interviewing, scoring, interpretation of assessment results, integrative report 
writing, differential diagnosis, and provision of feedback to clients 
SUPPLEMENTAL CLINICAL TRAINING  
Doctoral Practicum Trainee,  July 2015 – Apr. 2017 
The Optimum Performance Program in Sports  
Supervisor: Brad Donohue, Ph.D.   
University of Nevada, Las Vegas  
Las Vegas, NV 
  
 Conducted manualized 12-session evidence-based treatment (Family Behavior Therapy; FBT) 
in the context of a clinical trial with Division I athletes and their supportive others, including 
family members, teammates, coaches, and peers, to decrease substance use & risk of HIV/STIs, 
and optimize mental health, relationships, and sport performance  
 Provided team workshops for UNLV student-athletes on various topics, including motivation, 
thought management, goal-setting, focus, communication, and team cohesion 
 Received weekly individual and group supervision with in-vivo observations and audiotape 
review 
OTHER CLINICAL EXPERIENCE  
Undergraduate Intern, Serenity House Treatment Center  Aug. 2013 – June 2015 
Supervisor: Kristie Sellers, Ph.D.  
Kenai, AK  
 Facilitated group therapy sessions and psychoeducation classes (i.e. neuropsychological 
effects of drugs and addiction, triggers for substance use, seeking employment, etc.) 
 Participated in  treatment team meetings focused on clients’ goal acquisition, relapse 
prevention, and treatment planning 
 Involved in grant writing, administrative tasks, and research activities 
CLINICAL SUPERVISION TRAINING AND EXPERIENCE 
Supervisor-in-Training, The PRACTICE Summer 2018 
Supervisor: Michelle Paul, Ph.D. 
Department Community Mental Health Clinic, UNLV  
Las Vegas, NV 
• Supervised a junior clinical psychology doctoral student for the summer term while 
concurrently enrolled in a supervision course  
• Received weekly individual and group supervision of supervision, including digital video 
review, and participated in weekly case rounds. 





Peer-Supervisor July 2015 – June 2017 
Supervisor: Brad Donohue, Ph.D. 
Family Research & Services, UNLV  
Las Vegas, NV 
 Supervised junior graduate student-clinicians implementing FBT with collegiate athletes in a 
NIDA-funded clinical trial (1R01DA031828) 
 Reviewed session audio recordings to provide feedback and measure protocol adherence 
RELEVANT DIDACTIC TRAINING  
Acceptance and Commitment Therapy (ACT) June 2019 
Instructor: Timothy Gordon, MSW, RSW  
Las Vegas, NV   
 Two-day comprehensive training focused on ACT, a treatment model that helps patients 
increase psychological flexibility. 
 Focused on how clinicians can integrate ACT into different therapeutic styles and methods as 
an approach to managing symptoms. 
 Apply ACT techniques to the treatment of specific disorders including depression, anxiety, 
trauma and personality disorders. 
Primary Care Mental Health Integration (PCMHI)  Oct. 2018 
Instructor: Delilah O. Noronha, Psy.D. & Stacy Cherup-Leslie Psy.D.  
VA Southern Nevada Healthcare System  
Las Vegas, NV   
 Three-day comprehensive training focused on PCMHI, an integrated treatment model that 
addresses common psychological problems seen in primary care clinics 
 PCMHI is the VA’s program designed to provide Veterans with same day access to mental 
health services and help with early identification and intervention for suicide prevention.  
Cognitive Behavior Therapy for Substance Use Disorders (CBT-SUD) Sept. 2018 
Instructor: Susan Mirch, Ph.D.   
VA Southern Nevada Healthcare System 
Las Vegas, NV  
 Three-day comprehensive training focused on CBT-SUD, a structured cognitive-behavioral 
therapy to treat substance and alcohol-related problems 
 CBT-SUD treatment teaches clients how to identify and change problem behaviors by applying 
a range of different skills that can be used to reduce or stop drug use  
Dialectical Behavior Therapy (DBT)  June 2018 
Instructor: Laura Meyers, Ph.D. & Catherine Flores, LCSW    
VA Southern Nevada Healthcare System 
Las Vegas, NV 
 Three-day comprehensive training focused on DBT, a structured treatment to address the 
unique needs of patients suffering from Borderline Personality Disorder 
 Dialectical behavior therapy (DBT) utilizes a cognitive-behavioral approach and emphasizes 




Prolonged Exposure (PE) Therapy Dec. 2017 and Dec 2019 
Instructor: Robert Mirabella, Ph.D. & Nicole Anders, Psy.D. (2017) 
Nicole Anders, Psy.D. (2019)  
VA Southern Nevada Healthcare System 
Las Vegas, NV  
 Two-day comprehensive training focused on PE, a structured cognitive-behavioral therapy to 
treat PTSD symptoms 
 PE is a short-term treatment that may work in as few as eight 90-minute treatment sessions that 
focus on gradually approaching trauma-related memories, feelings, and situations that patients 
have been avoiding since the trauma 
Cognitive Processing Therapy (CPT)  July 2017 and July 2019  
Instructor: Robert Mirabella, Ph.D., Diane Sakal-Gutierrez, LCSW (2017)  
Nicole Anders, Psy.D. & Stacy Cherup-Leslie Psy.D. (2019)     
VA Southern Nevada Healthcare System 
Las Vegas, NV 
 Two-day comprehensive training focused on CPT, a structured cognitive-behavioral treatment 
to address the unique needs of patients suffering from PTSD symptoms 
 CPT is a short-term treatment that may work in as few as 12 sessions that focus on the 
connections between trauma, thoughts, feelings, behaviors, and bodily sensations 
Interprofessional Education Day Mar. 2017 & Mar. 2018 
Supervisor: Michelle Paul, Ph.D.  
University of Nevada, Las Vegas  
Las Vegas, NV 
 Two 8-hour events aimed at increasing awareness of interprofessional education, practice 
concepts, roles, responsibilities, and myths for the participating professions, as well as 
initiating an understanding of how interprofessional teams should function to offer the best 
patient care 
 Each event gathered graduate students from psychology, social work, dentistry, nursing, and 
physical therapy together to engage in multi-disciplinary reviews of case vignettes 
Integrated Behavioral Health in Primary Care Course Fall 2017 
Supervisors: Michelle Paul, Ph.D. and Sarah Hunt, Ph.D. 
University of Nevada, Las Vegas  
Las Vegas, NV 
 16-week course based upon recommendations from the Interprofessional Education 
Collaborative  
 Developed for clinical professionals who plan on delivering integrated behavioral health 
services and who serve populations with complex needs in physical health, mental health, and 
substance use 
 Areas of training included assessment, intervention, and consultation skills and working 







Responsible Conduct of Research (RCR) Oct. 2016 
Supervisor: Bradley Donohue, Ph.D.  
University of Nevada, Las Vegas - Office of Research and Integrity   
Las Vegas, NV 
 Live training on professional development and various ethical issues in conducting research in 
accordance with federal requirements 
Family Behavior Therapy (FBT) for Adults  Aug. 2015 
Supervisor: Bradley Donohue, Ph.D.  
University of Nevada, Las Vegas 
Las Vegas, NV 
 Comprehensive training focused on FBT for Adults, evidence-supported behavioral treatment 
for substance use and mental health disorders, developed with support of NIDA and NIMH  
 FBT involves engagement of significant others as change agents in bringing about a substance-
free lifestyle; core intervention components include Behavioral Goals & Rewards, 
Environmental-Control, Self-Control, Job-Getting Skills Training, Consequence Review, and 
Communication Skills Training  
RESEARCH  
Family Research and Services July 2015 – Aug. 2017 
Advisor: Brad Donohue, Ph.D. 
University of Nevada, Las Vegas  
Las Vegas, NV  
Study (Dissertation): Examination of Factors Reported by Athletes to Interfere with Their Lives 
Outside of Sports 
 Developed and implemented a project examining the psychometric properties of a brief 
screening tool that assesses athlete mental health concerns outside of sports 
 Creation of a clinical cutoff score to aid prompt mental health referrals 
Study (Thesis): Examination of a Screening Tool for Athletes’ Mental Health with Direct 
Implications to Sport Training and Competition 
 Designed and executed a project examining the psychometric properties of a screening tool for 
athletes that assesses for potential mental health interference with sport training and 
competition 
Study (NIDA grant, 1R01DA031828): Evaluation of Family Behavior Therapy in collegiate 
athletes 
 Data Management Coordinator, oversight of data management for the clinical RCT 
 Recruitment Coordinator, recruitment of participants for the clinical RCT  
 Supervised data management and recruitment teams  
 Coordinated and implemented assessment procedures, treatment adherence, IRB 






GRANT INVOLVEMENT  
Family Behavior Therapy for Collegiate Athletes (1R01DA031828)  $1,998,000 
Data Management/Recruitment Coordinator and Clinician 
Funding Agency: NIDA. PI: Brad Donohue, Ph.D.  
PEER-REVIEWED PUBLICATIONS  
Peer-Reviewed Journal Publications 
1) Donohue, B., Gavrilova, Y., Galante, M., Loughran, T., Plant, C., Scott, J., … Allen, D. 
(2018).  
Controlled evaluation of an optimization approach to mental health and sport 
performance. Journal of Clinical Sport Psychology 
2) Donohue, B., Plant, C. P., Scott, J., & Galante, M. (2018) Influence of child neglect type 
and court disposition status on assessment of child abuse potential in mothers referred 
to Child Protective Services. Child Welfare. 
Manuscripts Submitted for Publication 
1) Scott, J., Donohue, B., Barchard, K., & Perkins, M. (submitted 2019). Examination of a 
screening tool for athletes’ mental health with direct implications to sport training and 
competition. Journal of Clinical Sport Psychology 
PRESENTATIONS  
Conference Presentations 
1) Scott, J., Perkins, M., Danlag, A., Strong, M., Kalita, J.,  (May 2018). Examination of a 
Screening Tool for Athletes’ Mental Health with Direct Implications to Sport Training 
and Competition.  Poster presented at the Nevada Psychological Association Annual 
Convention, Las Vegas, NV.  
2) Galante, M., Gavrilova, Y., Phillips, C., Corral, A., Corey, A., Scott, J. & Donohue, B. 
(September, 2016). TOPP performance: Anxiety and problem-solving skills in circus 
artists. Poster presented at the Association of Applied Sport Psychology National 
Conference, Phoenix, AZ. 
3) Plant, C. P., Scott, J., & Galante, M. E. (April, 2016). Examination of the effects of child 
neglect type and case status on self-reporting of child maltreatment potential in 
substance abusing mothers referred by Child Protective Services. Western 
Psychological Association Annual Convention, Long Beach, CA. 
4) Scott, J., Parshall, M., (April, 2014). Relationship between locus of control and college 









Instructor Aug. 2017 – Aug. 2018 
Supervisor: Wayne Weiten, Ph.D. 
University of Nevada, Las Vegas             
Las Vegas, NV 
 Taught 5 sections of live-classroom Psychology 101 courses  
 Developed syllabi, planned courses, prepared and presented lectures, facilitated class 
discussions, developed online content, utilized online learning platform, and developed exams 
 Average student rating over 5 sections = 4.71/5; department mean = 4.46/5 
Substitute Instructor 2013 – 2015 
Supervisor: Steve Atwater, Ph.D. 
Kenai Peninsula Borough School District  
Kenai/Soldotna, AK            
 Taught multiple sections of live-classroom courses each semester 
OTHER RELATED WORK EXPERIENCE  
Treasurer – Board of Directors 2013 – 2015 
Supervisor: Jennifer Joanis, J.D. 
Lee Shore Center (residential facility for victims of domestic violence)   
Kenai, AK 
 Analyzed and monitored monthly financial data and reports 
 Researched for grant writing 
 Organized and implemented fundraising efforts  
AWARDS AND SCHOLARSHIPS 
 Patricia Sastaunik Scholarship, UNLV (2017-2018) $2,500 
 UAA Talent Grant, UAA (2013) $2,000 
 Full Tuition Award, UAA (2012-2013) $2,300 
OUTSTANDING HONORS AND ACCOMPLISHMENTS 
 Undergraduate Chancellor’s List, UAA 2012 – 2015 
LEADERSHIP, MENTORSHIP, AND SERVICE  
Student Mentor 2014 – 2015 
Supervisor: Paul Landen, Ph.D. 
Kenai Alternative High School  
Kenai, AK 
 Mentored high school students  






Brad Donohue, Ph.D. 
Professor, Department of Psychology; Director, Family Research and Services 
University of Nevada, Las Vegas  
4505 Maryland Parkway MS 5030, Las Vegas, NV 89154-5030 
Email: bradley.donohue@unlv.edu; Phone (cell): 702-557-5111 
Micol Levi-Minzi, Psy.D. 
Director of Psychology Training 
VA Southern Nevada Healthcare System 
6900 N. Pecos Rd., North Las Vegas, NV 89086 
Email: micol.levi-minzi@va.gov; Phone: 702-791-9000 
Jason Mouritsen, Psy.D. 
Addictive Disorders Treatment Program Coordinator 
VA Southern Nevada Healthcare System 
6900 N. Pecos Rd., North Las Vegas, NV 89086 
Email: jason.mouritsen@va.gov; Phone: 702-791-9000  
Michelle Paul, Ph.D. 
Director, The PRACTICE, Department of Psychology 
University of Nevada, Las Vegas 
4505 S. Maryland Parkway MS 5030, Las Vegas, NV 89154-5030 
Email: michelle.paul@unlv.edu; Phone: 702-895-0134 
Ryan Graham, Ph.D. 
Psychologist, Behavioral Health Interdisciplinary Program 
VA Southern Nevada Healthcare System 
6900 N. Pecos Rd., North Las Vegas, NV 89086 
Email: ryan.graham@va.gov; Phone: 702-791-9000 
Nicole Anders, Psy.D. 
Evidence Based Psychotherapy Program Coordinator 
VA Southern Nevada Healthcare System 
6900 N. Pecos Rd., North Las Vegas, NV 89086 
Email: nicole.anders@va.gov; Phone: 702-791-9000 
 
